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Identifying and understanding the
contextual factors that shaped mid-
implementation outcomes during the
COVID-19 pandemic in organizations
implementing mental health recovery
innovations into services
Myra Piat1* , Megan Wainwright2, Danielle Cherkas3, Sébastien Leblanc4, Eleni Sofouli5, Marie-Pier Rivest6,
Hélène Albert7, Regina Casey8, Joseph J. O’Rourke8 and Lise Labonté9
Abstract
Background: Seven housing and health services organizations were guided through a process of translating
Chapter Six of the Canadian Guidelines for Recovery-Oriented Practice into a recovery-oriented innovation and plan
for its implementation. At the time of the COVID-19 outbreak and lockdown measures, six of the seven
organizations had begun implementing their chosen innovation (peer workers, wellness recovery action planning
facilitator training, staff training and a family support group). This mid-implementation study used the Consolidated
Framework for Implementation Research (CFIR) to identify contextual factors that influenced organizations to
continue or postpone implementation of recovery-oriented innovations in the early months of the COVID-19
pandemic.
Methods: Twenty-seven semi-structured 45-min interviews were conducted between May and June 2020 (21
implementation team members and six providers of the innovation (trainers, facilitators, peer workers). Interview
guides and analysis were based on the CFIR. Content analysis combined deductive and inductive approaches.
Summaries of coded data were given ratings based on strength and valence of the construct’s impact on
implementation. Ratings were visualized by mid-implementation outcome and recovery innovation to identify
constructs which appear to distinguish between sites with a more or less favorable mid-implementation outcomes.
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Results: Four mid-implementation outcomes were observed at this snapshot in time (from most to least positive):
continued implementation with adaptation (one site), postponement with adaptation and estimated relaunch date
(four sites), indefinite postponement with no decision on relaunch date (one site), and no implementation of
innovation yet (one site). Two constructs had either a negative influence (external policies and incentives—
renamed COVID-19-related external policy for this study) or a positive influence (leadership engagement), regardless
of implementation outcome. Four factors appeared to distinguish between more or less positive mid-
implementation outcome: adaptability, implementation climate and relative priority, available resources, and
formally appointed internal implementation leaders (renamed “engaging implementation teams during the COVID-
19 pandemic” for this study).
Conclusions: The COVID-19 pandemic is an unprecedented outer setting factor. Studies that use the CFIR at the
mid-implementation stage are rare, as are studies focusing on the outer setting. Through robust qualitative analysis,
we identify the key factors that shaped the course of implementation of recovery innovations over this turbulent
time.
Keywords: Canada, Consolidated Framework for Implementation Research, COVID-19, Guidelines, Recovery-oriented
services, Mental health recovery, Mid-implementation, Outer setting, Pandemic, Supported housing
Contributions to the literature
 The outer setting is the least studied domain of the
consolidated framework for implementation research (CFIR).
The COVID-19 pandemic is an unprecedented outer setting
factor. This study contributes to building the evidence base
around the impact of this outer setting factor on
implementation.
 Unlike most implementation studies that use the CFIR for
post-implementation data analysis, we used the CFIR to de-
sign interview guides and undertake qualitative analysis at
the mid-implementation phase.
 Our research identifies CFIR constructs that appeared to be
most associated with continued implementation of adapted
recovery-oriented innovations into services in the early
months of the COVID-19 pandemic.
Background
Implementing mental health recovery into services
Recovery is defined as living a satisfying, hopeful, con-
tributing life despite the limitations of mental illness [1].
In services that are recovery-oriented, people living with
serious mental illness are supported “to define their own
needs, goals, dreams, and plans for the future” (p.1474)
[2]. Recovery-oriented services demonstrate a focus on
connectedness, hope and optimism about the future,
identity, meaning in life, and empowerment [3].
Achievement of this requires the recovery-
transformation of services traditionally focused on symp-
tom reduction, clinical outcomes, and professional dom-
inance and control over the “expertise of lived
experience” [4–10].
As the dominant paradigm in mental health, recovery
is the focus of national mental health plans in G8 coun-
tries including Canada’s 2012 mental health strategy,
Changing Directions, Changing Lives [11], and provincial
policies [12–16]. Implementing recovery guidelines is
therefore closely tied to achieving these policies and
strategies. The Mental Health Commission of Canada
launched the Guidelines for Recovery Oriented Practice
[17] in May 2015 (herewith referred to as the Recovery
Guidelines). These guidelines are based on a review of
the literature, other international guidelines [18, 19], best
practices, and a nation-wide consultation. They include
six chapters on different dimensions of recovery-
oriented practice including Chapter Six which focuses
on system and service-level transformation. Although
each chapter includes a list of possible actions managers
and decision makers can take, guidance for how to actu-
ally implement specific interventions that meet the goals
of each guideline is lacking.
In 2017, we received funding from the Canadian Insti-
tutes of Health Research for a 5-year project entitled
Implementing Mental Health Recovery Guidelines into
Services: A Pan Canadian Study [20]. The aim is to
translate Chapter Six of the Recovery Guidelines into
tangible innovations to be implemented into seven hous-
ing and health service organizations in five Canadian
provinces. A detailed description of the study and its im-
plementation strategies are published elsewhere [Piat
et al.: Translating mental health recovery guidelines into
recovery-oriented innovations: A strategy combining im-
plementation teams and a facilitated planning process,
under review]. The primary implementation strategy
used was establishing implementation teams at each of
the seven sites [21–23]. Implementation Teams were
made-up of diverse stakeholder groups (tenants, service
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providers, managers, family members, knowledge users)
who took on the role of formally-appointed implementa-
tion leaders [24]. Implementation teams were guided by
the researchers through a 12-meeting planning process
and subsequent bi-monthly and monthly consultation
and coaching meetings [Piat et al.: Translating mental
health recovery guidelines into recovery-oriented inno-
vations: A strategy combining implementation teams
and a facilitated planning process, under review]. The
fact that sites were not told what to implement by the
research team is a unique feature of this project. Rather,
researchers facilitated a process whereby each imple-
mentation team chose a sub-guideline of Chapter Six to
focus on, chose an evidence-based innovation based on
their needs and resources, and planned for its imple-
mentation. Planning included a systematic approach to
identifying barriers and strategies [25] and creating an
implementation plan.
The COVID-19 pandemic as an outer setting factor
The Consolidated Framework for Implementation Re-
search (CFIR) [24] is a compilation of factors known to
influence implementation of new innovations into orga-
nizations. It includes 39 constructs (contextual factors)
grouped into five domains: characteristics of the inter-
vention, outer setting, inner setting, characteristics of in-
dividuals, and process. The least elaborated and
researched of the five CFIR domains is the outer setting
[26–31] which includes four CFIR constructs: patient
needs and resources, cosmopolitanism, peer pressure
and external policies and incentives. Outer setting is de-
fined as the wider economic, social, cultural, and polit-
ical context outside the organization and in which it is
situated [24]. The paucity of research on outer setting
factors has been explained in part by the lack of quanti-
tative measurements due to difficulty operationalizing
and isolating these as a unit of measurement [30]. How-
ever, qualitative research methods are also appropriate
for understanding how outer setting factors shape imple-
mentation [32].
Recent research using CFIR and studying the outer
setting explicitly has helped to broaden the scope and
specificity of this domain. Researchers have suggested
additional constructs like coercive, mimetic, normative
pressure, uncertainty in the task environment, transac-
tion costs [28], and community characteristics [33].
Others highlight the importance of cultural adaptation
of innovations and community networks [34], and the
association between implementation funding and per
capita income, political party in power and health system
[27]. Noting that the outer setting can include every-
thing from community-level to national-level contextual
factors, the scoping review by Nilsen and Bernhardsson
[31] categorized contextual factors into micro, meso,
and macro levels. The macro level was defined as “even
broader,” “outside,” and “influences from the wider en-
vironment” (p.13). Rogers et al. [35] propose the um-
brella term “system-level determinants” to encompass
social, political and economic environments. We would
add that outer setting factors are not just governmental
or national in level, but international and even global.
The outbreak of the COVID-19 pandemic for instance
was an undeniable global macro level outer setting factor
that impacted implementation in our study. As argued
by Becker et al. [26] “COVID-19 underscores the im-
portance of the outer setting, and offers an unprece-
dented window through which to view the interacting
effects of the inner and outer settings” (p.2). While the
imperative to implement policies around staffing, move-
ment, face-to-face services, and social distancing origi-
nated outside the organizations involved, these policies
had to be translated and enacted within the inner
setting.
Mid-implementation outcomes during the COVID-19
pandemic
Kirk et al. [36]’s review of the use of CFIR in research re-
ported that in the majority of cases CFIR is used at the
post-implementation phase for data analysis only. They
recommended that researchers integrate the CFIR into
the whole research process. In our study, the CFIR was
transformed into the CFIR Card Game [25] to work with
implementation teams in the planning stage, and CFIR
was also used to design interview questions and guide
analysis at pre-, mid-, and post-implementation phases
of the project. This article reports on the analysis of
mid-implementation data. Similar to post-
implementation studies that seek to use CFIR to under-
stand what the drivers of implementation success or fail-
ure were, we sought to understand what factors might
be shaping mid-implementation outcomes.
In the face of an unforeseen outer setting factor like a
global pandemic, whether or not organizations contin-
ued to adopt an innovation (adoption), as well as
whether they could or could not continue as intended
(fidelity), are key early to mid-implementation outcomes
[37]. While an event like the COVID-19 pandemic can
fast-track implementation by removing previously pro-
hibitive barriers [26, 38], and push previously reluctant
decision makers to take radical decisions [39], it can also
bring innovations predicated upon face-to-face inter-
action and engagement to a sudden halt. Adaptation,
which some argue is itself an implementation outcome
[32], was the only route to continued adoption in our
study. Going virtual because of COVID-19 is an example
of reactive adaptation [40] but is an entirely different
reason for adaptation than previously described [41].
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Authors have begun describing the impact the
COVID-19 pandemic has had on their projects and how
organizations have or have not adapted [26, 42, 43].
Becker et al. [26] describe how one of three outcomes
was observed among Opioid Treatment Programs imple-
menting contingency planning as a result of the
COVID-19 pandemic—discontinuation with no plan for
resumption, pause and develop plans to resume services
once social distancing guidelines were relaxed, and adap-
tation to an online version without service disruption. In
our study, we categorized mid-implementation outcomes
similarly (see the “Results” section). While these recent
contributions help to conceptualize mid-implementation
outcomes in the context of the COVID-19 pandemic, re-
search is needed to study the factors that drove these
outcomes. To the best of our knowledge, we are the first
to do this in the context of the COVID-19 pandemic
and the implementation of recovery into services.
COVID-19 response in Canada
Canada’s ten provinces and three territories take respon-
sibility for their provincial health systems. Shortly after
the Director-General of World Health Organization, Dr
Tedros Adhanom Ghebreyesus, declared the COVID-19
outbreak as a pandemic on March 11, 2020 [44], each
provincial health authority decided on the required strat-
egies and actions to minimize the transmission of the
virus, address the financial impact of the pandemic, and
ensure the safety of its population. Provincial authorities
in Québec [45], Ontario [46], British Columbia [47],
Manitoba [48], and New Brunswick [49] where the par-
ticipating organizations in this study were located de-
clared a state of emergency as the number of new
COVID-19 cases among the general population, and es-
pecially in long-term facilities for older adults, increased
steeply. In addition to policies restricting movement,
closing schools, and restricting social gatherings in pub-
lic and private spaces [50], persons living in supported
housing facilities for people living with a mental illness
were under even stricter lockdown policies in some
provinces, for example, being banned from having any
visitors at all, to being unallowed to leave the premises
unaccompanied even if only for essential purchases.
Methods
Study aim and design
The aim of the current qualitative study was to identify
contextual factors that influenced if and how organiza-
tions continued implementing their innovations in the
first 2 to 3 months of the COVID-19 pandemic in
Canada. We applied the Standards for Reporting Imple-
mentation Studies (StaRI) [51] and the Consolidated Cri-
teria for Reporting Qualitative Studies (COREQ) [52]
checklists as reporting guides for this manuscript (Add-
itional files 1 and 2).
Settings and innovations
The research was conducted in seven organizations
across five Canadian provinces participating in the pro-
ject: two publicly funded organizations (Québec: an inte-
grated university health and social service center, and
New Brunswick 1: a community health centre), and five
not-for-profit organizations (Ontario, British Columbia,
New Brunswick 2, Manitoba 1 and Manitoba 2). Six pro-
vide housing services for adults with mental health prob-
lems, and one provides mental health services (New
Brunswick 1). The introduction of this paper described
the process of working with implementation teams to se-
lect an innovation and plan for its implementation. In-
novations selected included staff training programs in
mental health recovery [17] (Manitoba 2, Ontario, New
Brunswick 2), hiring peer workers [53] (Manitoba 1,
Québec), Wellness Recovery Action Planning (WRAP)
training for people with lived experience and staff to be-
come WRAP facilitators [54] (British Columbia), and a
family support group program [55] (New Brunswick 1).
How these sites were selected is described in detail else-
where [Piat et al.: Translating mental health recovery
guidelines into recovery-oriented innovations: A strategy
combining implementation teams and a facilitated plan-
ning process, under review].
Participants and recruitment
We purposefully recruited (via email or telephone) three
to five participants per research site from the implemen-
tation team and providers of the innovation (newly hired
or contracted trainer, facilitator or peer worker) for a
total of 27 participants (Table 1). Our sampling was
guided by the concept of information power [56]. The
information power concept posits that the more relevant
information a sample holds, the fewer participants are
needed. In our case the fact that the aim of the study
was narrow, our sample highly specific (implementation
team members and providers of the innovation), our
study and data collection informed by established imple-
mentation theory (CFIR), and that there was pre-existing
strong communication between the research team and
the participants meant that a smaller sample size per site
sufficed [56]. We identified the formal or informal leader
of each implementation team and prioritized their re-
cruitment. We successfully recruited all but two of our
planned purposive sample. A service provider was un-
available during the recruitment period and was replaced
by another implementation team member, and a service
user was unreachable and unable to be replaced.
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Data collection
Twenty-seven online semi-structured interviews lasting
approximately 45 min were conducted between May and
June 2020 using a range of web-based videoconferencing
software. We kept interviews to strictly 45 min out of re-
spect for participants who were under enormous pres-
sure at this stage of the pandemic. The aim was to use
audio and video (webcam) for all interviews, but due to
internet or hardware issues, seven interviews were
audio-only (no video). Twenty-one were with members
of the implementation teams in all seven sites (five ser-
vice users, one family member, seven service providers,
one housing proprietor, and seven managers). Housing
proprietors is a stakeholder group specific to Québec
where housing consists of privately owned residences
and their owners referred to as housing proprietors. The
remaining six were with providers of the innovation
(three externally contracted trainers, two newly hired
peer workers, and one support group facilitator).
One interview guide was used for all interviews and
was based on the CFIR using as a starting point the
Interview Guide Tool available at www.cfirguide.org
(Additional file 1). Three members of the national re-
search team (MP, MW, ES) met to prioritize domains
and constructs, basing their decisions on anecdotal
knowledge of context and the kinds of issues organiza-
tions participating in the research were facing (e.g., con-
sidering online options, imperative to implement new
COVID-19 policies). Questions targeted COVID-19 and
related policies (outer setting), adaptability of the inno-
vations (characteristics of the intervention), implementa-
tion climate, relative priority, leadership engagement and
available resources (inner setting), and the work of the
implementation team (process) (see Additional file 3 for
guide). Despite not explicitly probing for more than
seven CFIR constructs due to time-constraints, questions
were broad and open-ended enough to allow
participants to speak to other constructs (which they did
as evidenced by having at least some data coded to 31 of
the 39 constructs).
Nine researchers (7 female, 2 male) conducted the in-
terviews (PhDs: MP, MW, M-PR, RC, HA, PhD student:
ES, Masters students and research assistants: SL, JO,
LL). Two Masters of Social Work practicum students
(including DC) sat-in on almost all of the interviews to
take notes as a back-up to the voice recording. Each of
the Co-Investigators (RC, M-PR, HA) were the lead re-
searchers for sites in their home province. The Principal
Investigator (MP) was the lead researcher in four sites in
three provinces. Two sites (Québec and Richibucto 1)
were within a large provincial government health centre
or network that had affiliations with the universities of
the lead researchers (MP, M-PR). Only the PI (MP) was
an employee of the health centre. However, her employ-
ment was with a research institute—a separate depart-
ment from the housing services that participated in the
study. For mid-implementation data collection, because
interviews were online and did not require travel, partic-
ipants were interviewed by researchers from a different
site. [Piat et al.: Researchers’ experiences of switching re-
search sites for online interviews during the COVID-19
pandemic: a Research Note. forthcoming].
Data analysis
All interviews were audio-recorded and transcribed ver-
batim. We employed the approach described in Dams-
chroder and Lowery [57] and detailed on https://
cfirguide.org/evaluation-design/qualitative-data/. This
method has been used extensively with qualitative data
to identify factors associated with implementation out-
comes [58–62]. We followed three steps in analysis: cod-
ing data to CFIR constructs, rating constructs, and
qualitative interpretation of patterns in the data.
Table 1 Study participant characteristics by site and stakeholder group
Sites Stakeholder groups Totals (N=
27)Service users on IT (n=
6)
Service providers on IT (n=
7)
Managers on IT (n=
8)
Providers of the innovation
(n=6)
Québec 1 1 2** 1 5
Manitoba 1 1 1 1 1 4
New Brunswick 1 1* 1 1 1 4
Ontario 1 1 1 1 4
Manitoba 2 – 1 1 1 3
New Brunswick 2 1 1 1 – 3
British Columbia 1 1 1 1 4
Age in years
M(SD)
64 (8.4) 44.7 (17.8) 45.5 (11.04) 49.6 (9.8) 50.37
(14.08)
Gender 4(F), 2(M) 4(F), 3(M) 7(F), 1(M) 4(F), 2(M) 19(F), 8(M)
IT implementation team, M mean, SD standard deviation, F female, M male. *This is a family member of a service user. **This includes one housing proprietor
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Coding data to CFIR constructs
We performed a qualitative content analysis by deduct-
ively coding transcripts to the 39 CFIR constructs using
the software program NVivo 12 [63]. Data that did not
fit the existing constructs were inductively coded to new
categories. Each transcript was independently coded by
two of three researchers (MW, DC, SL) who met weekly
to compare coding and resolve differences through con-
sensus discussion before moving on to the next tran-
script. Coding was discussed with two other researchers
at regular intervals (MP, ES). We also inductively com-
bined or renamed codes to better reflect our data. We
originally had the construct “implementation climate”
and its sub-construct “relative priority” as separate codes
since one question in the guide targeted the general cli-
mate (how receptive people are), and another relative
priority (how important is it compared to other prior-
ities). However, participants’ responses blurred the two
and after recognizing that we were frequently coding
data chunks to both, we combined them into one. We
also re-named the construct “external policy and incen-
tives” to “COVID-19-related external policy” and the
sub-construct “formally-appointed internal implementa-
tion leaders” to “engaging implementation teams during
the COVID-19 pandemic”, to better reflect the data.
Two additional outer setting constructs were created
through inductive coding “Local severity of the COVID-
19 pandemic and quality of response” and “Priority given
to mental health in wider society”. Coders could not be
blinded to the outcomes as was done by Damschroder
and Lowery [57] since the mid-implementation outcome
in this case was made obvious in the interview itself.
Rating constructs
“Case memos” which include a summary, a rating, and a
rationale [57] were created through combined use of
NVivo12 and Excel. For summaries, a Framework Matrix
table was created in NVivo12 for each site. This enabled
the researchers (MW, DC, SL) to write a summary for
each construct while viewing the interview data coded to
that construct. For ratings and rationales, the seven
matrices (one for each site) were exported to Excel. We
used the Rating Criteria provided in Table 2 of Dams-
chroder and Lowery [57] and the Rating Rules on www.
cfirguide.org as our guides to rating. Two researchers in-
dependently assigned a rating to each construct based
on valence (positive (+) or negative (−) impact on imple-
mentation) and strength (weak (1) or strong (2) impact
Table 2 Ratings assigned to CFIR constructs by mid-implementation outcome
*Indicates that there exists a view that is contrary to the overall rating. **Formally appointed internal implementation leader construct. CFIR Consolidated
Framework for Implementation Research, CoI characteristics of the Intervention domain, OS outer setting domain, IN inner setting domain, P process domain.
***External policies and incentives construct
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on implementation) and wrote a rationale. Ratings
ranged from −2, −1, 0, +1, +2. 0 reflected a neutral or
mixed influence and a * sign identified the existence of a
view contrary to the overall rating. Ratings and ratio-
nales were compared and a final rating and rationale
reached through consensus discussion.
Qualitative interpretation of patterns in the data
The online CFIR Guide describes four possible ap-
proaches for interpreting qualitative data that have been
coded to CFIR constructs and rated: qualitative analysis,
correlation analyses, qualitative comparative analysis
(QCA), and statistical or simulation models. The goal of
each is to “identify constructs that appear to distinguish
between organizations with high and low implementa-
tion success” [64]. We used the qualitative analysis ap-
proach, as in Damschroder and Lowery [57], because it
is the most appropriate for a study with a small number
of cases and participants, and our expertise is in qualita-
tive research methods. QCA for example, requires a
minimum of 10 cases [65]. In the qualitative analysis ap-
proach, patterns are identified by using a matrix (tem-
plate provided on CFIR Guide site) to sort sites by
implementation outcome (Tables 2 and 3). The re-
searchers interpret the data in the matrix in order to
identify compelling patterns. Since our study is a mid-
implementation study, rather than a post-
implementation study, our outcomes were not framed in
terms of high or low success, but rather by different de-
grees of adoption of the innovation in the organization
at the time of the COVID-19 outbreak. The mid-
implementation outcomes can be seen in Table 2 and
are described in the findings section.
Two analysis and interpretation meetings were held
(MW, DC, SL, MP, ES). Meeting 1 focused on jointly
reviewing Table 2 to collectively identify and discuss
emergent patterns. Our focus was on constructs which
appeared to distinguish between sites with more or less
positive outcomes. We bolded and highlighted positive
ratings in green and negative ratings in red to make it
easier to see patterns. It is important to note that the
ratings in the table are not the final results of the ana-
lysis and cannot be considered in isolation from the “Re-
sults” section of this manuscript. Rather, they are the
starting point for a qualitative interpretation of the data.
In the first instance, we looked for whether some con-
structs unambiguously distinguished between sites—for
example, all negative ratings for sites with less positive
outcomes, and all positive ratings for sites with more
positive outcomes. This was the case for only one con-
struct. However, because our data was complex on a
number of levels—multiple innovations being imple-
mented, multiple stakeholder group perspectives, and
mid-implementation outcomes—we used a more quali-
tative approach to identifying possible patterns in the
data. For example, were most ratings on the more posi-
tive side of the spectrum positive or vis-versa? Were
there strongly positive or strongly negative ratings at ei-
ther end of the spectrum? We also considered a pattern
to exist even when a disconfirming case was present
(e.g., a positive rating in a site with a less positive out-
come) if this disconfirming case could be explained by
the qualitative data. We also brought our in-depth
knowledge of the sites to bear in our interpretation of
the data. We hypothesized at the first data interpretation
meeting that some variations in the data, that is outliers
or disconfirming cases, might be explained by the type
Table 3 Ratings assigned to CFIR constructs by innovation being implemented
Innovation Family support
group
WRAP Staff training Peer workers

























Adaptability (CoI) +1* −2 +2 −2 −1 +2 +1*
COVID-19-related
external policy (OS)
−2 −2 −1 −2 −2 −2 −2
Implementation climate
and relative priority (IS)
−1 −1* −2 −2* −1 +1* +2*
Leadership engagement
(IS)
−1 +2 +1 +1* +1 +2 +2





−2 −1 −2 −2 −2 −1 +2
* Indicates that there exists a view that is contrary to the overall rating. CFIR Consolidated Framework for Implementation Research, WRAP Wellness Recovery
Action Planning. CoI characteristics of the intervention domain, OS outer setting domain, IN inner setting domain, P process domain
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of innovation being implemented. We therefore spent a
second data interpretation meeting discussing the matrix
organized by innovation (Table 3), which helped
broaden our interpretation of the outcome data patterns.
In writing-up the findings, we drew on the summaries
and underlying quotes and examples in the NVivo12
project to illustrate how the construct appeared to
shape mid-implementation outcomes.
Results
At the time of the pandemic outbreak, six of the seven
sites had started implementing their chosen innovations.
New Brunswick 2 was an outlier because it was the only
site to have not yet started implementation but was on
the cusp of doing so. We determined there to be four
mid-implementation outcomes. We present results per
site, running from most positive (continued implementa-
tion with adaptation) to least positive outcomes (Post-
ponement with adaptation and estimated relaunch date,
Indefinite postponement with no decision on relaunch
date, and No implementation of innovation yet).
Our analysis matrices (see Additional files 4 and 5 for
matrices including all constructs) show that there is vari-
ation in the data, rather than a perfect pattern for each
construct of all positive ratings for more positive out-
comes, and all negative ratings for less positive out-
comes. To make sense of these variations, the qualitative
data is imperative; therefore, we do not recommend
looking at the matrices in isolation or taking them as the
results of the analysis on their own. Through our collab-
orative approach to analysis, we have identified four con-
structs that appear to be influential on mid-
implementation outcomes: adaptability, implementation
climate and relative priority, available resources, and en-
gaging implementation teams during the COVID-19
pandemic (see Table 2). Before presenting data site-by-
site to illustrate how these constructs influenced mid-
implementation outcomes, we will explain our interpret-
ation of the key constructs in general. Overall, we con-
sidered it telling that the only site to have continued
implementation with adaptation was also the only site to
have positive ratings for all four of these key constructs.
If we ignore some of the disconfirming data that New
Brunswick 2 introduces (we explain these below), pat-
terns become clearer. First of all, engaging implementa-
tion teams during the COVID-19 pandemic was a
positive influence only in the site that continued imple-
mentation with adaptation. Secondly, available resources
were predominantly a negative influence on implemen-
tation except for the one site that continued implemen-
tation with adaptation where it was a strongly positive
influence. Thirdly, implementation climate was strongly
positive only in the site that continued implementing
with adaptation, and we believe the fact that the
innovation was peer workers was important in this case
and explains why the only other site that implemented
this innovation also had a positive rating (Manitoba 1).
Fourthly, peer work was considered especially adaptable
thus explaining the positive influence of adaptability in
both the site with the most positive mid-implementation
climate, and one site with the next best outcome (Mani-
toba 1). The fact that the family support group has ele-
ments in common with peer support might explain why
adaptability was also a weakly positive influence in New
Brunswick 1. Innovations that were based on training
were considered the least adaptable and this perception
was an important driver for the decision not to continue
with adaptation at this snapshot in time.
Two other constructs did not differentiate between
less and more positive implementation outcome but ra-
ther had a unanimous, or almost unanimous positive or
negative effect on implementation. COVID-19-related
external policy had a negative influence on implementa-
tion across all sites as the policies prohibited the innova-
tions from continuing as planned. Leadership
engagement had a positive influence across six of the
seven sites. In the following, we illustrate the impact of
the key constructs in each site by implementation
outcome.
Continued implementation with adaptation
Québec—peer workers
Québec was the only site to have been able to continue
implementing their innovation without interruption by
adapting it to a virtual format. We considered this the
most positive mid-implementation outcome among all
sites. At the time of data-collection, two peer workers
had been hired (February 2020) to provide peer support
in three supported housing sites and had been working
for approximately 1 month. Lockdown policies in Qué-
bec were especially strict for supported housing as it was
categorized similarly to health services in general. Face-
to-face services were permitted only for what was
deemed “essential services” which in the case of mental
health services, was primarily the provision of medica-
tion and testing and screening. Teleworking policies also
led to peer workers having to stay home and work re-
motely. In response, the implementation team, along
with the newly hired peer workers, adapted the
innovation by moving forward with virtual group and
one-on-one peer support using web-based teleconferen-
cing tools (tablets, computers, webcams). Notably, it was
the only site to have strongly positive ratings for three
influential constructs: implementation climate and rela-
tive priority, available resources, and engaging imple-
mentation teams.
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Interviewees noted that the implementation climate
was positive for virtual adaptation because there
was a strong perception that peer support was an
even greater priority during COVID-19 since service
users were strongly impacted by lockdown policies
.
It’s that our residents are very isolated, they are very
very isolated in normal times, so in the time of COVID,
they are also isolated, family members aren’t always in-
volved, they are, it’s sad to say, but sometimes they are
used to being alone, or the people in their network are
the people they live with, so having peer workers is an
additional tool. (Manager, Québec)
They also noted how the resources needed were made
available with little delay—this included the purchase of
a tablet for each of the housing sites, available or
upgraded Internet, and peer workers with access to the
needed devices from home. Leaders’ support was im-
portant for facilitating access to needed resources.
Adaptability was rated as weakly positive, because
though yes they thought peer support could be adapted
to a virtual format, it was seen as second best to in-
person. “The thing that I have to say is it’s better in per-
son” (Tenant, Québec). Furthermore, some noted that
although tablets were made available, they did not pro-
vide the sound and video quality needed for an optimal
adaptation.
They had the four participants sit a bit far from the
tablet so that we could see all of them on the
screen, but with that the sound becomes difficult,
because they are talking from far away, sometimes
we have to ask them to repeat themselves, it doesn’t
bother them to, but it makes the connection a bit
more distant. (Peer support worker, Québec)
The implementation team played an important role in
planning for the adaption of the innovation, and inciden-
tally, the Québec implementation team was the only
team that continued meeting uninterrupted throughout
the pandemic.
… the implementation team, whether it was myself
or others, decided or really said “no, no, we have to
continue, we have to put it in place, we have to en-
sure that it keeps going”, that allowed for it to be
maintained, for it to continue. (Service Provider,
Québec)
Probably if the committee [implementation team]
had only existed for a month, we might have said to
ourselves, ok, let’s pick this up later, but you know a
year of working on this, for sure they don’t want to
put it on ice and they will find a way of maintaining
meetings and continuing to be involved despite the
adverse context. (Manager, Québec)
Postponement with adaptation and estimated relaunch
date
Four sites had postponed implementation at the time of
data collection, but reported having an estimated date
for relaunching an adapted innovation. We considered
this the second most positive mid-implementation out-
come. For the four key constructs identified in our ana-
lysis, all were negatively rated except two constructs for
Manitoba 1 and one for Ontario.
British Columbia—Wellness Recovery Action Planning
In British Columbia, Part 1 of the WRAP facilitator
training program was completed in December 2019. Part
2 of the training had been due to commence in April
2020 but was postponed. British Columbia had negative
ratings for all of the key constructs. When in-person ac-
tivities were banned due to COVID-19, the team consid-
ered adapting the innovation to an online format but
came to the conclusion that WRAP as an innovation
was not conducive to an online format:
Doing WRAP is too personal to do it over a com-
puter and then to leave your feelings by yourself.
We’ve decided that’s not a safe or healthy thing to
do. (service user, British Columbia)
In terms of implementation climate and relative prior-
ity, although all members of the IT team perceived
WRAP as a useful tool for managing reactions to and
the impact of COVID-19 for both staff and tenants,
COVID-19 resulted in a de-prioritization of WRAP
training by staff members who were more focused on
controlling infection, adhering to protocols and man-
aging increased stress. Implementation team meetings
were also temporarily put on hold during the early out-
break, with team members lacking resources to meet on-
line, and being pulled towards other priorities.
The early days of the outbreak I think there was a
lot of panic, and I think just in general there wasn’t
the bandwidth to be able to deal with continuing on
with the implementation team. (Manager, British
Columbia)
Although some resources were secured (e.g., financing
for the innovation), and new resources available (venues
that could allow socially-distanced training in due
course), there was an overall deficit in terms of human
resources, that is staff time, for continuing with the
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planned implementation of part 2 of the WRAP
program.
Manitoba 2—staff training
This site chose staff training in recovery and had
contracted an external trainer to provide 12 in-person
training sessions to staff as well as interested tenants. At
the time of postponement, two of 12 sessions had been
completed. This site also had negative ratings for all key
constructs. Although the trainer described how the
organization was offered an online alternative either
through real-time Zoom sessions or pre-recorded online
workshops, the implementation team, in consultation
with staff in the organization, chose instead to postpone
until July when they expected in-person trainings would
be permitted with social distancing.
… you could do online, but something like this
where I think that kind of the value of being able to
discuss things as a group really adds a richness that
we didn’t want to lose… (Manager, Manitoba 2)
Implementation team planning meetings were put on
hold due to limited technological resources at the hous-
ing site in the early days of the outbreak. Also, members
of the implementation team, as well as members of staff
who were supposed to participate in the training, were
overwhelmed with additional roles and tasks:
…half of the time that our case coordinators would
have had for things like meetings and, you know,
training and stuff, that time was just reassigned to
cleaning. (Service provider, Manitoba 2)
Ontario—staff training
Three of 10 staff recovery training sessions had been
completed with an external trainer at the time when it
was decided the training should be postponed due to a
ban on in-person meetings. Like other sites, COVID-19
policies had an immediate negative impact:
Ok, so in March we got the, the kind of the 1st kind
of “there’s something wrong” and the moment we
got the memo from the organization and the prov-
ince says no more than 5 people in a room, every-
thing stopped, and it’s stalled. (Manager, Ontario)
Three of the four key constructs were rated negatively,
and one positively. In contrast however to other sites
with the same outcome, available resources were rated
as a weakly positive influence on implementation. This
was because this was the only site with this implementa-
tion outcome that attested to having the technological
resources to conduct training online. However, the
driving force behind choosing not to go virtual and in-
stead postpone was a negative implementation climate
and lowered priority of training in the face of COVID-19
among staff who were the primary target group for
training. Participants explained the additional tasks staff
were having to take on, and in the words of a tenant:
They [staff] don’t, they don’t seem to be receptive
right now, I gather from just a few comments that
some staff members that they decided among them-
selves that this, this project is on the backburner as
far as they are concerned. (Tenant, Ontario)
Overall, although they thought that the training was
technically adaptable to an online format, they believed
doing so would have too many negatives, including a
lack of human connection, interaction, and being self-
conscious about being on camera. In terms of the imple-
mentation team’s continued engagement with planning,
meetings were suspended during the early days of the
outbreak, but resumed virtually a few weeks prior to the
interview. However, there were technological challenges,
including a lack of access to needed hardware and soft-
ware for two members of the team. Furthermore, ab-
sences at meetings demonstrated a change in relative
priority of implementation team work compared to
other priorities.
Manitoba 1—peer workers
A peer worker had been hired and was in the first
month of delivering peer support when they had to take
leave in accordance with COVID-19 policies. We can
observe that Manitoba 1, unlike the other three sites
with the same mid-implementation outcome, had posi-
tive ratings for adaptability and implementation climate
and relative priority, and this relates specifically to the
innovation chosen. Like Québec, they considered the
peer support role to be adaptable and an even greater
priority due to COVID-19. They had plans for adapting
the peer worker role, for example by the peer worker
making telephone call check-ins to residents, helping
with food delivery, and, once allowed, having socially-
distanced conversations with tenants on an outdoor
patio.
When [peer worker] does come back, we’re still go-
ing to utilize him because the intent of his job is ac-
tually more important now because people are
feeling more isolated. (Manager, Manitoba 1)
Resources were not a strong barrier because budgets
for the peer worker were secured. The primary barrier
was the lack of human resources—only one peer worker
was hired for the housing site (unlike two peer workers
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being hired in Québec), and when he went on leave,
there was nobody to replace him. Like other sites, imple-
mentation team meetings stopped early in the pandemic
and there were many competing priorities. When asked
about the implementation team’s current priorities, a
tenant member of the team said:
Getting through the COVID crisis on a day to day
basis as, you know, individuals and tenants at the
Bell and in some cases friends, you know, and we’re
not really speaking very much about the research
project or you know peer support as well as the
COVID lockdown and everything… Yes, basically
everybody’s worries right now is, you know, getting
through the lockdown with their sanity intact.
Indefinite postponement with no decision on relaunch
date
New Brunswick 1 (family support group)
This was the only rural site in this study and the only
health service (rather than housing). At the time of the
pandemic outbreak and ensuing lockdown policies, the
first cohort of family members of someone living with
mental health challenge had completed the 10-week
family support group program and the second cohort
had completed four of 10 weeks. In response to the
COVID-19 ban on in-person gatherings, the family sup-
port group was stopped.
Though adapting to a virtual mode was looked upon
favorably, they lacked the Internet, hardware (computers
and webcams), and software (enough professional Zoom
accounts), to make the shift, and were uncertain as to
when they could start-up the group again. When asked
what the priority of the implementation team was right
now, the facilitator of the support group captured the
intersection of the adaptability of the support group to a
virtual mode, but also the challenges that access to re-
sources would have:
Interviewee: Well on my side the priority would
really be to reconnect and then discuss what is it
going to be? Are we going to continue meetings
then if we were only at the 3rd session of my group,
to add people to make a new group of [name of
program], to tie other people in need, then by mak-
ing it virtual, I think it makes it easier.
Interviewer: Does that make it easier?
Interviewee: Yes.
Interviewer: Ok and how does it make it easier?
Interviewee: Well, I said it wrong, it doesn't make it
easy, but it makes it easier to have different participants,
so if we have someone who is seriously ill, it will cer-
tainly help from home, it gives the chance, the virtual,
they can do it in their own living room, and that I think
it helps a lot to approach people who cannot be present
in person.
Interviewer: In person, travel and all that, the other
challenge is to reach the people?
Interviewee: Yes, that's it. We stay in a very rural com-
munity where the internet is a little bit worse, and we
are in a region where the finances are a little bit worse,
so not everyone is lucky to have the internet and
computers.
Interviewer: Computers.
Interviewee: That is going to be a little bit, a little of a
challenge.
As implied above, the team had disconnected, as the
relative priority of implementing the innovation fell by
the wayside of other COVID-19-related priorities:
For sure that since COVID started, we haven’t had a
committee [implementation team] meetings, it was
really about responding to immediate needs that we
took care of, and it wasn’t an immediate need, so
we put it, we put it on the pile of things that we’ll
have to do after…(Service provider, New Brunswick
1)
Although the relative priority of implementing the
family support group was lower compared to dealing
with the effects of COVID-19, the climate was not
strongly negative, because members of the team believed
there would be a greater receptivity and shared sense of
need for the innovation. In the words of the family
member on the implementation team:
Because personally I think that it will have really
added pressure on families and then for people who
are involved with the support of a family member
who is mentally ill, there will be even more needs, I
believe, to be able to have group discussions…
(Family member, New Brunswick 1)
No implementation of innovation yet
New Brunswick 2 (staff training)
This site was an outlier at this snapshot in time because
it was the only site to have not yet started implementa-
tion of their innovation. The primary reason for the
delay, pre-pandemic, was a lack of funding. However,
just as the pandemic was hitting the province, funds had
finally been secured (hence the positive influence of
available resources) and plans were being made to con-
tract the same trainer as the Ontario site to deliver a vir-
tual training. COVID-19 had the impact of prolonging
non-implementation as communication channels with
the trainer had become slow. The personal attributes of
the trainer at this moment in time (i.e., being
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unresponsive) was a strong negative influence (see Add-
itional File 4). Priorities of the implementation team also
shifted with the lead stretched too thin to be able to
continue planning meetings while adjusting to externally
driven COVID-19 policies.
I spent most of my time, in March and April, chan-
ging procedures just for work here, so the research
project, it was really really really in the back on my
[mind]. (Manager, New Brunswick 2)
This led to a 6-week pause in meetings. In the words
of the tenant implementation team member “I think it’s
[implementation of the innovation] in limbo probably
mostly because of COVID”. However, unlike other sites
that implemented staff training, adapting to an online
format was not a barrier for this site because they had
already grown accustomed to the idea and to the need
to adapt to circumstances because of their funding chal-
lenges. When asked what made adapting hard or easy, a
service provider put it this way:
I would say it’s pretty easy only because we had no
choice, not having funding, we have no choice, we
can’t afford the trainer that we wanted initially, we
can’t afford to fly somebody here and do all that,
but with regards to like the COVID-19, same thing,
it’s been kind of easy just because we don’t have any
other options…
In all, despite the less positive implementation out-
come, a constellation of implementation facilitators was
beginning to align for New Brunswick 2. Their biggest
barriers were difficulty getting confirmation from the
trainer, and the team dealing with many competing
priorities.
Discussion
The COVID-19 pandemic has, not surprisingly, had a
significant impact on the implementation of recovery-
oriented innovations into services in this project. This
paper investigated the short-term impact (first two to
three months of the pandemic). Longer-term impacts
are expected but will be evaluated based on post-
implementation data collection. In the mid-
implementation phase of this study, only one site (Qué-
bec) was able to continue implementation in the early
months of the pandemic outbreak (March–May 2020),
with adaptation (going virtual versus in-person). Leader-
ship engagement was a positive influence in all sites re-
gardless of outcome. Leaders made a positive influence
on implementation particularly by maintaining commit-
ment to implementation despite COVID-19 and main-
taining or making new resources available that facilitated
adaptation. Our analysis highlights factors that appeared
to be key drivers for continued adoption of innovations
in the early months of the global pandemic for this site.
Québec was the only site where the implementation
team (formally appointed internal implementation
leaders) did not postpone or cancel their meetings. This
enabled planning and decision-making for an adapted
innovation to continue. Available resources were also an
important driver. Human resources were available in
terms of the capacity of implementation team members
to continue meeting and the fact that peer workers had
been hired prior to the pandemic outbreak. Techno-
logical resources like Internet, computers, and tablets
(both for team meetings, and for peer worker sessions)
were also available.
Furthermore, the implementation climate and relative
priority for a peer worker innovation was positive be-
cause peer support was seen as even more important in
light of the impact the COVID-19 pandemic, and its as-
sociated policies, were having on tenants. During lock-
down, service users may face a number of uncertainties
which they may want an opportunity to discuss, such as
experiencing social isolation, and being concerned about
access to medications (42). During lockdown, many ser-
vices deemed non-essential stopped, leaving service
users without the social and skills support that are im-
portant to them (43).
Residents in supported housing had to live with
greater restrictions than the general public. Labeled as
a “vulnerable population” they were no longer allowed
visitors, face-to-face support, lost access to certain
services, and in Québec, residents were not allowed
to leave their homes for essentials unless accompan-
ied by the housing proprietor. When other restric-
tions were being lifted for society in general, persons
living in supported housing were often the last to re-
gain freedoms.
The immediate relative priority of staff training was
low in comparison to more service user-aimed innova-
tions (WRAP, peer workers, family support group). Staff
had many competing priorities. Staff shortages, staff ill-
ness, and increased stress were important reasons to
postpone until face-to-face was possible. For New Bruns-
wick 2, the outlier in this research since they had not yet
begun implementation, it was interesting that a number
of facilitators to implementation commencement were
aligning at the time of the COVID-19 pandemic (e.g.,
budget and finding a trainer). Adapting was New Bruns-
wick 2’s modus operandi long before the COVID-19 out-
break. They had to adapt their training plans many
times in the face of funding shortages. This experience
had actually built capacity in the team to be open to vir-
tual adaptations in a unique way compared to other sites
which were less adaptive.
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A significant driver of the choice to postpone until
face-to-face activities could resume was the perception
among implementation team members that the
innovation was not qualitatively adaptable to an online
format. For example, though technically adaptable, team
members were concerned that online WRAP sessions
would not provide an adequately supportive and safe en-
vironment, and that online staff training would be less
effective than in-person training because staff would not
be able to interact with each other in the same way.
WRAP however has reportedly been delivered online in
during the COVID-19 pandemic elsewhere [43]. Hasson-
Ohayon and Lysaker [42] found that intersubjective con-
nections can be maintained even after switching to on-
line platforms. However, the implementation teams had
many doubts about moving WRAP and training online.
Access to technology has been identified as a signifi-
cant barrier for service users when shifting in-person
services to online [42]. Lack of equity in access to tech-
nology is not only important for accessing services [66,
67], but also participating in implementation planning.
Just as telemedicine may end up excluding vulnerable
populations from access to services [67], so can online
forms of working exclude service users in general from
participating in implementation efforts. In this project,
management was asked to commit to providing tenant
members of the implementation team with smartphones
or computers and access to Internet, a camera, micro-
phone, and calling capacity when being recruited to join
the study in 2017. This proved an extremely difficult ob-
jective to achieve, and at the time of the COVID-19 out-
break, tenant or service user members of the
implementation team in at least four out of the seven
sites did not have access to the technology they would
have needed to continue online participation in planning
meetings. Some staff also had inadequate Internet in
their places of work. In this day and age, lack of access
to information technology and Internet among tenants
in supported housing, among health and social services
staff, and among rural and economically disadvantaged
populations stands to exacerbate existing inequalities.
Reducing inequities vis-à-vis access to information tech-
nology should be a priority for governments and organi-
zations across Canada and elsewhere.
Strengths and limitations
Our assessment of the factors shaping implementation
for each organization is based on the perspective of 3–5
key informants per site. Focusing on a small sample with
information power [56] allowed us to balance the desire
to empirically study what was happening in organiza-
tions, while at the same time not overburdening organi-
zations and individuals at this turbulent time. However,
had it been feasible, recruiting participants beyond the
implementation team and providers of the innovation
would have been interesting. Though we cannot know
for sure what a different sampling approach, for example
by saturation [68], might have made to the findings, one
possibility is that with a larger sample ratings may have
been slightly different, in particular because the condi-
tion for assigning a strong rating (+2 or −2) was that it
be based on at least two participants’ interviews and ex-
plicit examples described [57]. The fact that our sample
also included different stakeholder perspectives may
have reduced the likelihood of the same idea and pos-
ition being repeated, since different stakeholders may
naturally see and relate to the innovation and
organization differently. A larger sample, as well as lon-
ger interviews, could have helped collect data related to
a larger number of constructs as well as enabled alterna-
tive quantitative approaches to exploring patterns in the
data [69]. However, as qualitative researchers, we found
the Damschroder and Lowery [57] method useful com-
pared to other qualitative analysis approaches such as
thematic analysis or conventional qualitative content
analysis. The method offered us a way to take the data
coded to the CFIR and go a step further, by summariz-
ing the data, considering whether the influence of the
construct was positive or negative and how much so,
and in the end compare ratings and the qualitative data
across sites to try to identify what constructs appeared
to shape mid-implementation outcomes. The method
balances the power of abstraction to explore higher level
factors, while at the same time keeping the researcher
close to the qualitative data.
A limitation in our application of the method is that
coders could not be blinded to the outcomes as recom-
mended by Damschroder and Lowery [57] because mid-
implementation outcomes were made explicit in the
transcripts themselves. This may have introduced
researcher-bias in terms of interpreting the strength and
valence of constructs; however, we believe this risk was
mediated by a very rigorous approach of independent
coding and rating by two researchers followed by con-
sensus discussion. Our findings are also slightly weak-
ened by the fact that we had seven sites and four
implementation outcomes, meaning that three of the
four outcomes were represented by only one site. Fur-
thermore, we were looking at factors that shaped mid-
implementation outcomes, a less studied set of outcomes
than post-implementation outcomes. More methodo-
logical guidance on applying the Damschroder and Low-
ery [57] method to mid-implementation data could be
useful for future research. Adding to the complexity was
that in this study not all sites implemented the same
innovation. However, this is not unprecedented and
others have argued that although innovation diversity in-
creases the complexity of an evaluation, the benefit is
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that it provides a wider range of intervention character-
istics to evaluate [70].
Because we used CFIR as a data collection and analysis
tool, adaptability was explored as a characteristic of the
innovations and adapting as a mid-implementation out-
come inseparable from continued adoption at this mid-
implementation phase. A different but equally interest-
ing way to approach mid-implementation evaluation
might have been to simply focus on the adaptations
made to innovations. As external facilitators, we did not
introduce implementation teams to an adaptation frame-
work that may have helped guide their adaptation deci-
sions [41].
Lastly, this study has a relatively large number of inter-
viewers (nine from seven sites) in relation to the number
of interviews (27 in total). Since interviewers hone their
skills as they get used to an interview guide, we might
not have optimally benefitted from interviewer experi-
ence with the guide. However, all interviewers had ex-
perience with a CFIR-based interview guide from pre-
implementation data collection. Nonetheless, we ob-
served some heterogeneity in the richness and specificity
of data for each construct in relation to interviewee style
and skills (e.g., effective and on-topic prompting). We
acted on this observation for post-implementation data
collection by providing one-on-one coaching sessions
with each interviewer to optimize data richness and
consistency across sites.
Conclusions
Our research highlights the negative impact that
COVID-19, an outer setting factor, had on the imple-
mentation of recoveryinnovations into services. Due to
most recovery innovations being predicated upon face-
to-face interactions and relationship-building [71], lock-
down policies made it impossible to continue implemen-
tation as planned. Only one of seven sites was able to
continue implementing without interruption by adapting
their innovation to a virtual format. However, it is also
important to note that none of the sites outright can-
celed implementation, which itself is a very a positive
outcome. In fact, every single site did resume implemen-
tation of adapted innovations eventually. So while it is
important to study what factors shaped the immediate
impact of COVID-19 early in the pandemic, like others
have noted, some sites were able to overcome their bar-
riers with a little more time [70]. The key factors which
appeared to help sites continue implementation in the
early months of the COVID-19 pandemic were contin-
ued engagement of the implementation team in plan-
ning, having the necessary resources to adapt and
perceiving adaptations positively, and having a positive
implementation climate vis-à-vis the specific innovation
being implemented. Leadership support was a positive
influence across all sites. It is possible that these factors
are relevant to any extreme outer setting factor, such as
a natural disaster, or serious economic crisis. It seems at
the very least important to consider strategies that
optimize these facilitating factors, such as external facili-
tation that support teams to continue their work, en-
gaging leadership from the beginning to ensure
continued commitment no matter what, and bolstering
communications resources in organizations and among
service users so that organizations can more easily adapt
to disruptions that limit face-to-face interaction.
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